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Background: Manual wheelchair (MWC) users with spinal cord injuries (SCI) are

at a significantly higher risk of experiencing rotator cuff pathology than able-bodied

individuals. A deeper understanding of where the arm is used dynamically within

the humeral workspace during daily life may help explain why MWC users have

higher shoulder pathology rates than able-bodied individuals. The purpose of this

study was to report the daily percentage and consecutive durations MWC users and

matched able-bodied individuals (controls) spent static and dynamic across the humeral

elevation workspace.

Methods: MWC users with SCI and controls wore three inertial measurement units

on their bilateral arms and torso for 1 or 2 days. The percentages of time and average

consecutive duration individuals were static or dynamic while in five humeral elevation

ranges (0–30◦, 30–60◦, 60–90◦, 90–120◦, and >120◦) were calculated and compared

between cohorts.

Results: Forty-four MWC users (10 females, age: 42.8 ± 12.0, time since injury: 12.3

± 11.5) and 44 age- and sex-matched controls were enrolled. The MWC cohort spent

significantly more time dynamic in 60–90◦ (p = 0.039) and 90–120◦ (p = 0.029) and had

longer consecutive dynamic periods in 30–60◦ (p = 0.001), 60–90◦ (p = 0.027), and

90–120◦ (p = 0.043) on the dominant arm. The controls spent significantly more time

dynamic in 0–30◦ of humeral elevation (p < 0.001) on both arms. Although the average

consecutive static durations were comparable between cohorts across all humeral

elevation ranges, the MWC cohort spent a significantly higher percentage of their day

static in 30–60◦ of humeral elevation than controls (dominant: p = 0.001, non-dominant:

p= 0.01). TheMWC cohort had amoderate association of increased age with decreased

time dynamic in 30–60◦ for both arms.
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Discussion: Remote data capture of arm use during daily life can aid in understanding

how arm function relates to shoulder pathology that follows SCI and subsequent MWC

use. MWC users spent more time dynamic in higher elevations than controls, and

with age, dynamic arm use decreased in the 30–60◦ humeral elevation range. These

results may exemplify effects of performing activities from a seated position and of age

on mobility.

Keywords: inertial measurement units, remote data capture, arm intensities, spinal cord injury, humeral elevation,

shoulder

INTRODUCTION

It is estimated that over a quarter of a million people have a
spinal cord injury (SCI) in the United States, with over 17,000
new cases occurring each year (NSCISC, 2020). Many individuals
with SCI use a manual wheelchair (MWC) as their main mode of
mobility. Consequently, the arms are required for both mobility
and activities of daily living (ADLs). Among this population,
the shoulder is the most common site of musculoskeletal pain
and pathology, with the reported prevalence ranging between
40 and 70% (Curtis et al., 1999; Dalyan et al., 1999; Dyson-
Hudson and Kirshblum, 2004; Alm et al., 2008; Divanoglou et al.,
2018). Although the risk of degenerative shoulder pathology
increases with age for able-bodied individuals (Leong et al., 2019),
pathology progression is accelerated for MWC users (Akbar
et al., 2010). In a sample of 100 chronic MWC users and
100 age-matched able-bodied adults (henceforth, referred to as
controls), MWC users were reported to have a four times higher
prevalence of having a rotator cuff tear compared to controls
(Akbar et al., 2010). Understanding how MWC users use their
arms during daily life and how this differs from controls may
aid in understanding why MWC users are at a higher risk for
increased shoulder pain and pathology. Remote data collections
allow for a unique opportunity to capture a holistic view of
arm use in the free-living environment and ultimately uncover
patterns of movement which contribute to increased shoulder
pain and pathology.

Multiple groups have used remote data capture techniques to
understand the wayMWC users move and how this movement is
associated with shoulder pain. MWC propulsion characteristics
(metrics: median propulsion bout and daily durations and
distances traveled) were measured with a wheel mounted
accelerometer during daily life to conclude that short, slow
bouts dominate daily wheelchair usage (Sonenblum et al., 2012).
Daily task (wheelchair propulsion, caretaker pushing, wheelchair
basketball, household chores, etc.) classification algorithms have
been developed based on input data from accelerometers and
inertial measurement units (IMU) affixed to the body and
wheelchair, with the long-term goal to give wheelchair users
real-time feedback (Hiremath et al., 2015; Fortune et al., 2019).
Remote data capture using a sensor on the wheel (metrics:
daily distance traveled and average speed) and phone interviews
to recall daily events (metrics: number of transfers and hours
of sport participation) were investigated in parallel with pain
occurrence in one study (Mulroy et al., 2015).Mulroy et al. (2015)

suggest that propulsion speed, daily propulsion distance, number
of transfers, and weekly hours of sport participation were not
associated with increased shoulder pain. Rather, MWC users who
were less active were more likely to develop shoulder pain. The
remote data capturemethodologies presented here fill a gap in the
literature by measuring shoulder kinematics, specifically static
and dynamic humeral elevations, during free-living of manual
wheelchair users.

Our group’s investigation into the link of arm use and shoulder
pain and pathology has focused on differentiating arm use
patterns during daily life between MWC users and matched
controls with the goal of explaining the striking difference
in shoulder pain and pathology between groups. We have
previously used IMUs in the free-living environment to capture
the humeral elevation workspace during typical days for these
two cohorts (Goodwin et al., 2020), and we have investigated
the use of a threshold to decipher static from dynamic arm
use during daily life (Goodwin et al., 2021). The motivation
for this line of investigation is evidence-based knowledge that
factors that affect overall health and damage to the rotator cuff
tendons are multifactorial, ultimately resulting from different
types of motion and loading patterns (Lewis, 2010;McCreesh and
Lewis, 2013). Maintaining rotator cuff tendon health relies on
a sensitive balance of exposure to motion and loading patterns
that do not exceed the mechanical and biological capacity of the
tendon. By investigating arm use using metrics such as static
and dynamic periods across the humeral elevation workspace,
we can estimate the exposure of the shoulder to factors that can
results in tendon pathology over time by going beyond tendon
capacity. For example, static time provides insight into periods
of rest when static time occurs at low humeral elevations and
isometric loading of the arm when static time occurs at higher
elevations. Dynamic arm use provides insight into potential
repetitive motion and use of the arm that may or may not include
additional loading applied at the hand. Further, understanding
the consecutive duration of the static and dynamic periods during
daily life highlights and can explain how the arm is being used to
perform activities of daily living.

The purpose of this study was to report the percentage of
daily time that the upper arms of MWC users and matched
controls were static or dynamic across the humeral elevation
workspace (0–30◦, 30–60◦, 60–90◦, 90–120◦, and >120◦). We
also wanted to investigate differences in the average duration of
consecutive seconds of static and dynamic time between cohorts.
This analysis adds context when interpreting differences in
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overall daily percentages between cohorts. Further, we aimed to
investigate the effects of age and shoulder pain on the percentage
of time the upper arm was static or dynamic in each humeral
elevation range for both cohorts.We hypothesized that due to the
different ADLs required throughout a day for MWC users and
controls, the cohorts would have an overall different distribution
of static and dynamic periods across the humeral elevation
workspace. We also hypothesized that age (both cohorts) and
pain (continuous variable for the MWC cohort and binary
variable for both cohorts) would be negatively associated with
time dynamic across the humeral elevation ranges.

METHODS

Participant Recruitment
This study was approved by the Mayo Clinic Institutional review
board. This study was part of a larger study (Natural History
of Shoulder Pathology in Wheelchair Users) that follows the
longitudinal development of shoulder pathology on MRI and
arm use during daily life in adults with SCI who are MWC
users and matched able-bodied participants. Prior to study
accrual, a licensed physical therapist (co-authorMVS) performed
a screening physical exam to confirm inclusion and exclusion
criteria on both cohorts. Inclusion criteria for individuals in the
MWC cohort included: being between the ages of 18 and 70;
use of a MWC as their main mode of mobility; functional upper
extremity range of motion, defined as active humeral thoracic
flexion and abduction of at least 150◦ and the ability of the
participant to touch the opposite shoulder, the back of his/her
neck and his/her low back; willingness to participate in study
activities, and the ability to return to Mayo Clinic to receive
shoulder MRI annually for 3 years, and once per year receive
physical exam. Exclusion criteria for the MWC cohort included
previous diagnosis of bilateral supraspinatus tendon tears prior
to SCI or conditions/factors which may have hindered protocol
adherence. MWC cohort participants were recruited by querying
medical records and referrals by care providers of local clinics.
The inclusion criteria for the sex- and age-matched (±3 years)
able-bodied controls included the same age, functional upper
extremity, and visit attendance criteria as the MWC cohort.
Additionally, the matched controls had to have the ability to
walk independently with no reliance on an orthotic, prosthetic,
or gait aid. Exclusion criteria for the matched controls included:
any documented musculoskeletal or neurological disorders that
would be expected to impact shoulder health or change ability to
walk independently; previous diagnosis of unilateral or bilateral
supraspinatus tears prior to enrollment; or conditions/factors
which may have hindered protocol adherence. Able-bodied
matches to the MWC cohort were recruited through email
distribution lists and classified ads.

Surveys and Questionnaires
Prior to enrollment, written informed consent was obtained
during an in-person meeting. All participants were asked if they
had pain in either of their shoulders (binary, presence of pain).
Additionally, pain was measured on a continuous scale for the
MWC cohort using the Performance Corrected Wheelchair User

Shoulder Pain Index (PC-WUSPI) for both the right and left
shoulders. The performance correction was used because not
all participants completed all tasks. To calculate the PC-WUSPI
the WUSPI scores were divided by the number of questions the
participant completed and multiplied by 15. The WUSPI was
originally designed to be completed once per patient/participant
while considering overall shoulder pain; however, in this study
participants completed the survey twice, once for each shoulder.
To complete the WUSPI, participants rated their shoulder pain
when completing 15 tasks on a visual analog scale between “no
pain” and “worst pain ever experienced,” or they indicated if they
did not perform the activity (Curtis et al., 1995a). Possible scores
ranged from 0 (no pain) to 150 (worst pain ever experienced in all
categories). The WUSPI is valid and reliable for this population
(Curtis et al., 1995b).

Remote Data Collections
Participants were provided three wireless IMUs (Opal or
Emerald, APDM Inc., Portland, Oregon). Each IMU collected
3-axis accelerometer (±16 g and ±200 g), 3-axis gyroscope
(±2000◦/s), and 3-axis magnetometer (±8 Gauss) data at
128Hz. The IMUs remained synchronized via a manufacturer
provided proprietary algorithm (APDM, 2020). Participants were
instructed to wear the IMUs on each of their lateral upper arms
and torso; elastic Velcro straps were used to secure the IMUs
to the body (Figure 1). To maximize the consistency of IMU
placement each IMU was labeled with the proper wear location
(left arm, right arm, or torso) and an arrow indicating the proper
mounting orientation. Participants were instructed to wear the
upper arm sensors on the lateral aspect of their arm above the
muscle belly of the biceps, and the chest sensor was to be worn
on the chest in the middle of the sternum. Further, participants
were instructed to tighten all straps to prevent movement of the
sensor on the body while still maintaining comfort. Participants
were asked to wear the sensors for two typical days for at least
8 h, excluding bathing and swimming, and take them off before
going to bed. Participants were also asked to charge the sensors
overnight (between data collections) and perform a functional
calibration at the beginning of each day and after re-donning the
sensors if they were taken off in the middle of the day (Goodwin
et al., 2020). Both cohorts were instructed to perform their
regular daily routines; the control cohort did not use MWCs.
To increase protocol adherence all participants were provided
in-person, written, and video instructions. Participants were also
provided with a pre-paid envelope or met study staff in person to
return the sensors after completion of the data collection.

Data Processing
Raw acceleration and estimates of orientation relative to an
inertial frame data were downloaded through Motion Studio
(APDM, Inc., Portland, Oregon). Orientation estimates, using
the acceleration and gyroscope data, were calculated in Motion
Studio without magnetometer data due to the likely non-uniform
and unknown magnetic fields present throughout the field data
collections. While the orientation algorithm used by APDM is
proprietary, sensor fusion methods (e.g., Kalman filters) used
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FIGURE 1 | The inertial measurement units were worn by participants on their bilateral upper arms and torso. Note the individual pictured here is a study team

member.

to estimate IMU orientation from raw sensor data are well-
understood and well-documented in the literature (Savage, 1998;
Sabatini, 2006; El-Gohary and McNames, 2012).

Custom MATLAB (Mathworks, Natick, Massachusetts) code
was written to calculate the humeral elevation and static vs.
dynamic status of each second of the day. This process is
described in detail elsewhere (Goodwin et al., 2020, 2021). In
short, the signal magnitude area (SMA) of the raw acceleration
data was calculated for each second and used to determine
if each arm was static or dynamic. The acceleration signal
was filtered with a centered median filter to reduce noise
spikes (window size of three frames) (Karantonis et al., 2006;
Lugade et al., 2014). The gravitational component of the signal
was then calculated by using a third-order zero phase lag
elliptical low pass filter with 0.25Hz cut-off frequency, 0.01 dB
passband ripple and −100 dB stopband ripple. The gravitational
component of the acceleration signal was subtracted from the
original signal to leave the acceleration due to body motion,
and then the SMA was calculated for each second of data
(Lugade et al., 2014). A threshold between static and dynamic
arm movement (SMA ≤ 0.67 g) was calculated as part of a
previous study and applied to the data in the present study
(Goodwin et al., 2021).

The humeral elevation angles were calculated using the
functional calibration to align the inertial reference frame with

the anatomical axes. Humeral elevation and thorax deviation
angles were defined as the angle between the long axis of the body
segment (defined from the function calibration) and vertical;
these angles are only dependent on the estimated direction of
gravity relative to the body segment and, therefore, are drift-
free metrics for quantifying body segment motions (Goodwin
et al., 2020). The humeral elevation angles have previously been
validated in unpublished data where five individuals with SCI
performed 10 reaching tasks. The absolute error and percent
of error when compared to the gold standard (electromagnetic
system) were −0.06 ± 1.12◦ and −1.44 ± 1.28%, respectively,
for the range of motion. The absolute error and percent of
error for the maximum elevation achieved during each reach
were 2.59 ± 2.47◦ and 2.04 ± 2.47%, respectively. The average
humeral elevation angle was calculated for each second; possible
angles range between 0 and 180◦, with 0◦ indicating the arm was
down and aligned with gravity and 180◦ indicating the arm was
raised overhead and aligned with gravity. Each second of the
data was classified as static or dynamic in one of the humeral
elevation ranges (0–30◦, 30–60◦, 60–90◦, 90–120◦, and >120◦).
The humeral elevation angle was calculated with respect to the
neutral humerus position and not with respect to the thorax;
therefore, we eliminated data when the average torso angle was
over 30◦ (Goodwin et al., 2020). By eliminating data where the
trunk was at high deviation angles from upright, periods where
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TABLE 1 | Participant demographics.

MWC Control P-value

Age (years)

Mean (SD) 42.8 (12.0) 42.8 (11.8) -

Median (IQR) 39.3 (34.3–54.9) 39.9 (33.5–54.5) -

Sex 10 females/34 males 10 females/34 males -

Self-reported weight (kg)

Mean (SD) 77.9 (14.1) 82.5 (16.2) 0.121a

Median (IQR) 77.1 (65.8–88.6) 81.6 (72.1–88.9)

Self-reported height (cm)

Mean (SD) 176.9 (8.3) 176.9 (10.1) 0.743a

Median (IQR) 177.8 (172.7–180.6) 177.8 (170.2–182.9)

Body mass index (kg/m2 )

Mean (SD) 24.9 (4.3) 26.3 (4.4) 0.116a

Median (IQR) 24.6 (22.3–27.0) 25.2 (23.6–28.9)

Dominant arm 36 right/8 left 39 right/5 left 0.179b

Injury Level

Cervical (C6–C7) 8 - -

High/mid thoracic (T1–T8) 18

Low thoracic/lumbar (T9–L1) 18

Time since injury (years)

Mean (SD) 12.3 (11.5) - -

Median (IQR) 6.8 (3.4–20.8)

PC-WUSPI (dominant arm)

Mean (SD) 16.1 (26.3) - -

Median (IQR) 3.7 (0.1–16.7)

PC-WUSPI (non-dominant arm)

Mean (SD) 16.2 (22.9) - -

Median (IQR) 7.7 (0.0–19.4)

Number of participants who reported pain 31 (70%) 8 (18%) <0.001b

Dominant 4 (9%) 1 (2%)

Non-dominant 6 (14%) 2 (5%)

Bilateral 21 (47%) 5 (11%)

SD, standard deviation; IQR, inter-quartile range.
aWilcoxon Signed Ranks Test.
bChi Squared Test.

the humeral elevation angle was likely much different than the
humerothoracic angle were not included in the analysis.

Outcome Measure Definitions
Two primary outcome measures were calculated based on the
second-by-second data: the percentage (%) and total duration
of the full day that each arm was static or dynamic in each of
the five humeral elevation ranges, and the average consecutive
duration of static and dynamic periods in each humeral elevation
range. In the first analysis, the sum of all static and dynamic
percentages equals 100% of the full data collection. The duration
that the arms were static or dynamic in each humeral elevation
range was calculated by multiplying the percentage of daily time
spent static or dynamic in each elevation range by the average
length of all files (MWC and cohort cohorts both included). The
average consecutive periods were calculated by determining the
duration of all consecutive static or dynamic periods in each

humeral elevation range. The average duration each participant
spent static or dynamic in each humeral elevation range was
calculated, followed by the calculation of group statistics.

Requirements for Inclusion of Data in
Analysis
Data files were excluded if <8 h of useable data were collected
for each day or participants did not complete the daily functional
calibration; 8 h was chosen as a threshold as a balance between
sensor battery life and inclusion of data. Although instructed
to collect 2 days of data, in some cases only 1 day of data was
collected or 2 days were collected, but 1 day was not useable. If
only 1 day of usable data existed, metrics were calculated from the
single day. If participants provided 2 days of usable data, the data
were concatenated and the percentages were calculated using all
available data.
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FIGURE 2 | The percent of the day the MWC (red colors) and control (blue colors) cohorts spent static and dynamic in each humeral elevation range for the dominant

(top pane) and non-dominant (bottom pane) arms. The lighter colors indicate static time and the darker colors indicate dynamic time. A secondary y-axis is used for

humeral elevations over 60◦ to more clearly show the differences and similarities between cohorts. Analyses were conducted between the MWC and control cohorts

for the static periods (+ indicates p < 0.05 and ++ indicates p < 0.001) and dynamic periods (* indicates p < 0.05 and ** indicates p < 0.001).
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TABLE 2 | The percentage of the day (and minutes) the MWC and control cohorts spent static and dynamic in each humeral elevation range.

MWC Mean (%) ±

standard deviation (time)

Control

Mean (%) ± standard

deviation (time)

Difference (MWC–

Control) Mean

(%) (time)

p-valuea z score Effect size

Dominant arm–Static

0–30◦ 10.5 ± 9.4

(55.0min)

12.5 ± 7.5

(65.3min)

−2.0

(−10.3min)

0.172 −1.365 −0.146

30–60◦ 38.6 ± 13.4

(201.4min)

30.4 ± 10.2

(158.9min)

8.2

(42.5min)

0.001* −3.338 −0.356

60–90◦ 9.7 ± 9.5

(50.7min)

10.4 ± 7.7

(54.5min)

−0.3

(−3.8min)

0.427 −0.794 −0.085

90–120◦ 1.0 ± 2.2

(5.2min)

0.5 ± 0.6

(2.6min)

0.5

(2.6min)

0.299 −1.039 −0.111

>120◦ 0.1 ± 0.2

(0.4min)

0.1 ± 0.2

(0.6min)

0.0

(−0.2min)

0.971 −0.036 −0.004

Dominant arm–Dynamic

0–30◦ 4.9 ± 5.2

(25.8min)

17.5 ± 8.9

(91.2min)

−12.6

(−65.4min)

<0.001* −5.532 −0.590

30–60◦ 25.2 ± 9.4

(131.3min)

21.4 ± 7.6

(111.6min)

3.8

(19.7min)

0.070 −1.809 −0.193

60–90◦ 8.3 ± 4.3

(43.2min)

6.0 ± 3.3

(31.2min)

2.3

(12.0min)

0.039* −2.066 −0.220

90–120◦ 1.5 ± 2.5

(8.0min)

0.9 ± 1.3

(4.9min)

0.6

(3.1min)

0.029* −2.182 −0.233

>120◦ 0.1 ± 0.2

(0.7min)

0.2 ± 0.5

(1.1min)

−0.1

(−0.4min)

0.575 −0.56 −0.060

Non-dominant arm–Static

0–30◦ 13.3 ± 11.8

(69.4min)

15.6 ± 8.9

(81.7min)

−2.3

(−12.3min)

0.253 −1.144 −0.122

30–60◦ 36.8 ± 15.1

(191.9min)

29.8 ± 10.8

(155.5min)

7.0

(36.4min)

0.010* −2.579 −0.275

60–90◦ 10.8 ± 13.2

(56.6min)

8.9 ± 5.4

(46.4min)

1.1

(10.2min)

0.861 −0.175 −0.019

90–120◦ 0.8 ± 1.2

(3.9min)

0.9 ± 2.7

(4.9min)

−0.1

(−1.0min)

0.649 −0.455 −0.049

>120◦ 0.1 ± 0.1

(0.4min)

0.1 ± 0.2

(0.6min)

0.0

(−0.2min)

0.512 −0.656 −0.070

Non-dominant arm–Dynamic

0–30◦ 6.2 ± 5.6

(32.2min)

18.0 ± 9.8

(93.7min)

−11.8

(−61.5min)

<0.001* −5.322 −0.567

30–60◦ 23.0 ± 10.3

(119.9min)

19.7 ± 8.8

(103.1min)

3.3

(16.8min)

0.176 −1.354 −0.144

60–90◦ 8.1 ± 4.8

(42.3min)

6.0 ± 3.2

(31.3min)

2.1

(11.0min)

0.069 −1.821 −0.194

90–120◦ 0.9 ± 0.7

(4.6min)

0.8 ± 0.5

(4.0min)

0.1

(0.6min)

0.407 −0.829 −0.088

>120◦ 0.2 ± 0.3

(0.8min)

0.2 ± 0.2

(0.9min)

0.0

(−0.1min)

0.165 −1.389 −0.148

Bolded text and an asterisk next to the p-value indicate statistical significance at p < 0.05.
aWilcoxon Signed Ranks Test.

*Statically significant (p < 0.05).

Statistical Analysis
Statistical analyses were performed in SPSS 25 (IBM Corp.,
Armonk, NY). Non-parametric tests were used due to the non-
homogeneity in participant demographics (age, sex, level of SCI)
and visually inspected non-normal distributions. A Kruskal-
Wallis test was used to test for the effect of cohort (MWC vs.

control, primary predictor) on the percentage of daily time static
or dynamic and the average consecutive time in each humeral
elevation range for both the dominant and non-dominant
arms. Kruskal-Wallis tests were also used to test for differences
between the dominant and non-dominant arm.When significant
differences were observed, post-hoc analyses were completed
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FIGURE 3 | The association between age and the percentage of the day static and dynamic in 0–30◦ and 30–60◦ of humeral elevation on the dominant arm for MWC

(red circles and red solid line) and control (blue squares and blue dashed line) cohorts. The Spearman’s Correlation rho (ρ) denotes the strength of the association and

the p-value shows the significance. Figures of the additional humeral elevation ranges for the dominant and non-dominant arms can be found in the

Supplementary Material sections C and D, respectively.

using separate Wilcoxon Signed Ranks test. Differences between
participants with and without shoulder pain (binary variable)
were compared using separate Mann-Whitney U tests for the
main outcomes (daily percentage spent static and dynamic). For
the primary aim, the effect size was calculated as the ratio of
the z-value to the square root of the number of participants. No
statistics were used to compare the total duration of time (in
minutes) static or dynamic in each humeral elevation range, as
this was only used to give context to the percentage of daily time
in each range and calculated from each percentage. Additionally,
Spearman’s correlation was used to investigate the association
between age (both cohorts) and pain (measured by the PC-
WUSPI, MWC cohort only) with the percentage of time spent
static or dynamic in each humeral elevation range and the average
consecutive time in the range. Correlation coefficients between
0.1 and 0.29 were considered small association, between 0.3 and
0.49 were considered moderate association, and equal to or above
0.5 were considered large association (Cohen, 2013). P-values
<0.05 were considered statistically significant in all tests.

RESULTS

Forty-four participants with SCI who use a MWC and 44 age-
(±3 years) and sex-matched controls were enrolled (Table 1).
Participants with SCI were independent in their mobility and

self-care. There were missing data for one participant in the
MWC cohort and two participants in the control cohort for the
presence/absence of pain. Thirty-three participants in the MWC
cohort collected 2 days of useable data and 11 participants in
this cohort only collected 1 day of useable data. The second
day of data were excluded because it did not meet the 8 h
minimum criteria (six participants), a sensor malfunctioned
(two participants), and only 1 day of data was collected (three
participants). Forty participants in the control cohort collected
2 days of useable data. The second day of control participant
data were excluded in four cases because only 1 day of data was
collected (one participant) and the collected data did notmeet the
8 h minimum (three participants). Supplementary Material A

shows the participant demographics stratified by the number of
days of data collected. The MWC and control cohorts averaged
9.1 ± 2.0 and 8.3 ± 1.3 h of data collected per day, respectively.
Overall an average of 8.7 h was used to estimate the time spent
static or dynamic in each humeral elevation range.

Percentage and Duration of Static and
Dynamic Periods in Each Humeral
Elevation Range
There was a significant main effect of cohort on the percentage
of daily time static or dynamic in each humeral elevation
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TABLE 3 | The correlation coefficient between age and the percentage of day spent static or dynamic in each humeral elevation range.

MWC Control

Correlation Coefficienta p-value Correlation Coefficienta p-value

Dominant arm–Static

0–30◦ −0.304 0.045* −0.367 0.014*

30–60◦ 0.594 <0.001* 0.119 0.443

60–90◦ 0.225 0.142 0.214 0.163

90–120◦ −0.09 0.561 0.090 0.560

>120◦ −0.176 0.252 −0.047 0.762

Dominant arm–Dynamic

0–30◦ −0.243 0.114 −0.446 0.002

30–60◦ −0.478 0.001* 0.322 0.033*

60–90◦ −0.202 0.188 0.167 0.278

90–120◦ −0.274 0.072 −0.069 0.658

>120◦ −0.239 0.118 −0.059 0.703

Non-dominant arm–Static

0–30◦ −0.145 0.347 −0.200 0.193

30–60◦ 0.483 0.001* 0.211 0.170

60–90◦ 0.166 0.282 0.137 0.374

90–120◦ −0.127 0.410 −0.053 0.732

>120◦ −0.333 0.027 0.137 0.373

Non-dominant arm–Dynamic

0–30◦ −0.300 0.048* −0.344 0.022*

30–60◦ −0.424 0.004* 0.224 0.144

60–90◦ −0.232 0.129 0.151 0.327

90–120◦ −0.253 0.098 0.022 0.889

>120◦ −0.264 0.084 −0.031 0.840

Bolded text and an asterisk next to the p-value indicate statistical significance at p < 0.05.
aSpearmans’ Correlation.

*Statistically significant (p < 0.05).

range (p < 0.001). Post-hoc tests revealed the MWC cohort
spent significantly more time dynamic on the dominant
side in 60–90◦ and 90–120◦ of humeral elevation than the
matched controls (Figure 2; Table 2). On average, the arms’
of MWC users were dynamic for ∼30 more minutes per day
between 30 and 90◦ of humeral elevation than the matched
controls. However, the control cohort spent a significantly
higher percentage of the day (∼12% of the day or 60min
per day) dynamic in 0–30◦ of humeral elevation on both
dominant and non-dominant sides. On average, the MWC
cohort spent over 7.5% more of their daily time, ∼40min,
static in 30–60◦ of humeral elevation. There were no differences
between dominant and non-dominant arms for either cohort.
Box plots to show the data variability are available in the
Supplementary Material section B.

Age was significantly associated with the percentage of the
day spent static or dynamic in multiple humeral elevation ranges
for both cohorts. For the MWC cohort, there were associations
of decreased dynamic time as age increases in multiple humeral
elevation bins [Figure 3; Table 3, Supplementary Material C

(dominant arm) and D (non-dominant arm)]. The MWC
cohort had large and moderate associations of increased age
with an increased percentage of their day static in 30–60◦ of

humeral elevation on the dominant and non-dominant sides,
respectively (Figure 3; Table 3). The MWC cohort also had
moderate association of increased age with decreased time
dynamic in 30–60◦ and static in 0–30◦. Finally, there were
similar moderate levels of correlation between increased age
and a decreased percentage of time dynamic in 0–30◦ for
both cohorts on the non-dominant side. For both cohorts,
none of the outcome measures were significantly different
between those with and without pain. There were also no
significant associations of the percentage of time spent static
or dynamic in any humeral elevation ranges with the PC-
WUPSI scores.

Average Consecutive Static and Dynamic
Periods
There were differences in the average duration of consecutive
seconds of dynamic periods between cohorts for all elevation
ranges except >120◦ on the dominant side (Figure 4; Table 4).
The control cohort had significantly longer average consecutive
dynamic periods in 0–30◦ than MWC users on both the
dominant and non-dominant sides. On the dominant side, the
MWC users had longer consecutive durations of dynamic use
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FIGURE 4 | The average consecutive duration of static and dynamic periods in each humeral elevation range for MWC (MWC) and controls (Con) cohorts for the

dominant arm (A) and non-dominant arm (B). * indicates p < 0.05, ** indicates p = 0.001, and *** indicates p < 0.001.
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TABLE 4 | The average consecutive duration of static and dynamic periods in each humeral elevation range.

MWC

Mean consecutive seconds ±

standard deviation

Control

Mean consecutive seconds ±

standard deviation

p-valuea z-score Effect size

Dominant–Static

0–30◦ 8.0 ± 4.4 6.8 ± 2.3 0.225 −1.214 −0.129

30–60◦ 9.8 ± 4.5 8.9 ± 3.0 0.484 −0.700 −0.075

60–90◦ 6.3 ± 3.5 7.8 ± 4.5 0.105 −1.622 −0.173

90–120◦ 3.6 ± 1.7 4.5 ± 3.3 0.278 −1.085 −0.116

>120◦ 2.5 ± 2.2 2.5 ± 1.9 0.957 −0.054 −0.006

Dominant–Dynamic

0–30◦ 1.9 ± 0.6 3.7 ± 1.1 <0.001* −5.520 −0.588

30–60◦ 3.3 ± 0.7 2.7 ± 0.6 0.001* −3.384 −0.361

60–90◦ 2.5 ± 0.7 2.1 ± 0.4 0.027* −2.206 −0.235

90–120◦ 2.1 ± 0.6 1.9 ± 0.7 0.043* −2.019 −0.215

>120◦ 1.7 ± 0.8 1.8 ± 0.7 0.579 −0.555 −0.059

Non-dominant–Static

0–30◦ 8.3 ± 4.3 8.1 ± 3.5 0.870 −0.163 −0.017

30–60◦ 10.6 ± 6.1 10.6 ± 4.8 0.735 −0.338 −0.036

60–90◦ 7.5 ± 7.4 8.6 ± 6.9 0.138 −1.482 −0.158

90–120◦ 5.4 ± 5.2 5.4 ± 5.2 0.898 −0.128 −0.014

>120◦ 2.7 ± 2.8 4.1 ± 6.5 0.359 −0.918 −0.098

Non-dominant–Dynamic

0–30◦ 1.9 ± 0.6 3.5 ± 1.2 <0.001* −5.403 −0.576

30–60◦ 3.1 ± 0.8 2.8 ± 0.7 0.390 −2.066 −0.220

60–90◦ 2.6 ± 0.8 2.4 ± 0.6 0.294 −1.050 −0.112

90–120◦ 1.9 ± 0.4 1.9 ± 0.3 0.879 −0.152 −0.016

>120◦ 1.7 ± 0.7 1.7 ± 0.6 0.779 −0.280 −0.030

Bolded text and an asterisk next to the p-value indicate statistical significance at p < 0.05.
aWilcoxon Signed Ranks Test.

*Statically significant (p < 0.05).

than controls in 30–60◦, 60–90◦, and 90–120◦. There were no
differences between cohorts in consecutive static periods.

There were significant effects of age (both cohorts) and PC-
WUSPI scores for the MWC cohort on the average consecutive
time static or dynamic in each humeral elevation range (Tables 5,
6). The MWC cohort had a moderate correlation between
increased age and decreased average duration of consecutive
dynamic periods in 0–30◦ of humeral elevation on the dominant
side and 90–120◦ of humeral elevation on the non-dominant side
(Table 5). These effects were not seen in the control cohort. There
was a large association between increased PC-WUSPI scores and
decreased consecutive dynamic periods in elevations above 120◦

on the dominant side (Table 6). However, there were no effects
of presence of pain (binary variable) on the average consecutive
duration static or dynamic in any humeral elevation range for
either cohort.

DISCUSSION

The purpose of this study was to use wearable sensors in a remote
data capture setting to understand the distribution of upper arm

static and dynamic periods in five humeral elevation ranges for
MWC users and matched able-bodied controls. We also aimed
to understand the effects of covariates, such as age and pain
(binary for both cohorts and continuous variable for the MWC
cohort). The results of this study supported our hypotheses
that different distribution of static and dynamic periods would
be observed between cohorts across humeral elevation ranges,
and that increasing age would be associated with decreased
dynamic periods (although this was not seen at all humeral
elevation ranges). We rejected our hypothesis that the presence
of pain (binary variable) in both cohorts would be negatively
associated with time dynamic across the humeral elevation
ranges. However, the PC-WUSPI scores which quantify pain
during activities related to wheelchair use (continuous variable)
suggest that increased pain was associated with shorter durations
of consecutive dynamic periods at high humeral elevation angles
above 120◦ for the dominant arm.

Studies in workplace ergonomics have highlighted the risks
of shoulder pain and disorders when working with hands
above shoulder height (Lind et al., 2020). Specifically, increased
exposure to upper-arm elevations over 60◦ and 90◦ have been
indicated when evaluating risk for shoulder injury and pain
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TABLE 5 | The correlation coefficient between age and the average consecutive duration of static and dynamic periods in each humeral elevation range for the MWC and

control cohorts.

MWC Control

Correlation coefficienta p-value Correlation coefficienta p-value

Dominant–Static

0–30◦ −0.178 0.249 −0.026 0.866

30–60◦ 0.091 0.559 −0.184 0.231

60–90◦ 0.130 0.402 −0.051 0.744

90–120◦ 0.094 0.542 −0.070 0.652

>120◦ 0.183 0.234 −0.056 0.720

Dominant–Dynamic

0–30◦ −0.394 0.008* −0.136 0.378

30–60◦ 0.156 0.312 0.202 0.189

60–90◦ 0.127 0.412 −0.078 0.617

90–120◦ −0.113 0.464 −0.315 0.038*

>120◦ −0.117 0.450 −0.064 0.680

Non-dominant–Static

0–30◦ 0.100 0.520 −0.076 0.622

30–60◦ 0.150 0.331 −0.019 0.904

60–90◦ 0.058 0.707 0.231 0.132

90–120◦ 0.155 0.316 −0.013 0.932

>120◦ −0.090 0.562 0.018 0.907

Non-dominant–Dynamic

0–30◦ −0.215 0.161 −0.026 0.866

30–60◦ 0.200 0.193 −0.006 0.967

60–90◦ −0.167 0.280 −0.129 0.404

90–120◦ −0.331 0.028* 0.011 0.944

>120◦ −0.031 0.839 −0.002 0.989

Bolded text and an asterisk next to the p-value indicate statistical significance at p < 0.05.
aSpearmans’ Correlation.

*Statistically significant (p < 0.05).

(Ludewig and Cook, 2000; Svendsen et al., 2004; Dalbøge
et al., 2016). This may highlight a specific risk for MWC
users, who spent a higher percentage of daily time dynamic in
humeral elevations over 60◦. Dynamic activities in these humeral
elevations specifically related to MWC use could include, but are
not limited to, transfers and accessing standard height counters
and shelves from a seated position (Finley et al., 2005; Kankipati
et al., 2015).These tasks typically include loading and/or working
with the arm away from the body, both of which are associated
with increased risk (Koontz et al., 2012; Lind et al., 2020). In
addition to more daily time in the 60–120◦ range, MWC users
also exhibited longer consecutive periods of dynamic time in
these humeral elevations. However, the difference of the daily
time spent dynamic between cohorts is not large. For example,
on the dominant side the MWC users spent an average of 12min
more dynamic per day in humeral elevations of 60–90◦ and three
more minutes in humeral elevations of 90–120◦ than controls.
It is not known yet whether an additional 12 or 3min more in
higher elevations would cumulate over days, months, and years
to cause pain and pathology.

There were fewer differences in periods of static arm postures
between cohorts than the dynamic time as described above.

Both cohorts spent the highest percentage of their day static
in 30–60◦ of humeral elevation; however MWC users spent
significantly more time static in this humeral elevation range
(42min). Interpreting the clinical impact of this finding depends
on whether the static time involves loading to the shoulder or
rest to the musculature of the shoulder. If the shoulder is loaded
then the increased static time observed among the MWC users
may be one of the factors leading to increased pathology in this
group. On the other hand, if this difference indicates a resting
posture it could mean that either the dynamic time is a larger
driver than the static time to shoulder pathology, or the static
time required by the MWC group to limit pathology is larger
than that for the able-bodied group. It is reasonable that MWC
users’ resting posture may fall within 30–60◦ due to wheelchair
setup (arm rests and wheelchair handles can be used for support
surfaces) or other postural effects (lower trunk soft tissue can
protrude due to lack of innervation to abdominal musculature,
thus arms rest on the body in a slightly abducted position).
Further insight to whether the static time may be detrimental
to MWC uses can be gleaned from considering the duration of
static time events. No differences between groups were found in
the average consecutive periods of static time in each humeral
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TABLE 6 | The correlation coefficient between PC-WUSPI scores and the average consecutive duration of static and dynamic periods for the dominant and

non-dominant arms in each humeral elevation range for the MWC cohort.

Dominant arm Non-dominant arm

Correlation coefficienta p-value Correlation Coefficienta p-value

Static

0–30◦ 0.038 0.830 −0.037 0.836

30–60◦ 0.061 0.730 0.323 0.063

60–90◦ −0.079 0.656 0.132 0.457

90–120◦ −0.119 0.503 0.180 0.308

>120◦ −0.219 0.214 −0.076 0.671

Dynamic

0–30◦ 0.099 0.579 0.006 0.974

30–60◦ −0.061 0.733 0.150 0.397

60–90◦ 0.003 0.988 −0.042 0.813

90–120◦ −0.109 0.541 0.123 0.489

>120◦ −0.569** 0.000 0.052 0.771

Bolded text and an asterisk next to the p-value indicate statistical significance at p < 0.05.
aSpearmans’ Correlation.

*Statistically significant (p < 0.05).

elevation range. For both cohorts, the humeral elevation ranges of
<90◦ had longer static durations than those at higher elevations.
The duration differences seen between humeral elevation ranges
may provide insight into demands to the shoulder. A useful
thought experiment is to consider activities of daily living and
estimate how long the upper arm would be static and loaded
simultaneously. There are likely few tasks which would be static
and load the arm more than a few seconds; hence, we presume
that the longer duration of static periods at lower elevations to be
mostly unloaded.

As we hypothesized, increased age was associated with
decreases in dynamic time for the MWC cohort, specifically in
30–60◦ of humeral elevation. Additionally, increased age was
associated with less static time in 0–30◦ and increased static
time in 30–60◦ in the MWC cohort. These results may indicate
MWC users perform certain activities less frequently as they age.
The associations between age and time static or dynamic in 30–
60◦ of humeral elevation for the control cohort were either not
significant or opposite the trends for MWC users. With only one
matched pair over 60 years old in this cross-sectional study, our
interpretations are limited with regards to aging with disability;
however, our results do highlight decreased dynamic arm use in
the humeral elevation range where wheelchair propulsion occurs.

Increased PC-WUSPI (shoulder pain) scores of MWC users
were associated with decreased consecutive dynamic periods
in elevations above 120◦ on the dominant side. Determining
effects of pain on arm use is complicated because risk factors
for pain development are largely unknown, shoulder pathology
can exist with and without pain, and experts disagree about the
source of symptoms (Lawrence et al., 2019). Our participants
had an average PC-WUSPI score that is a fairly low level of
pain; a previous study enrolled participants without pain as
defined as WUSPI scores <12 (Mulroy et al., 2015). Mulroy et al.
(2015) required an increase in the WUSPI score of 10 points to

qualify as a participant who developed pain (Mulroy et al., 2015).
Our sample consisted of participants whose function was not
limited by their low levels of pain based on self-reports during
their physical exam; therefore, interpretation of the association
between PC-WUSPI scores and high elevation dynamic periods
is unclear.

The results and interpretations presented here have
limitations. Although this approach aims to capture a holistic
view of a participant’s kinematics, due to a limited sensor battery
life (<12 h) and the inability for participants to wear the sensors
when preforming wet daily activities, such as showering (the
IMUs used in the study were not waterproof), some potentially
risky periods of the day may be missed. Although we only
aimed to measure kinematics, loads on the arm cannot be
ignored when understanding potentially risky arm use since
excessive load in any posture has been shown to be detrimental
to the tendon (Lewis, 2010; Cardoso et al., 2019). This study
did not measure loading or muscle activity during daily life.
Current limitations in sensor technology and algorithms do
not allow for the measurement/calculation of the plane of
elevations that accompany the humeral elevation angles within
the context of the field-based protocol we used. Yet, studies
indicate that the plane of elevation affects the subacromial
space for the tendon and the intramuscular pressure of the
tendon (Järvholm et al., 1988; Palmerud et al., 2000; Lawrence
et al., 2019), likely impacting risk to the tendons. Finally, a
previous study found that up to 4 days of data collection are
needed to reliably represent propulsion trends in a MWC
user’s daily life with a wearable accelerometer mounted on the
wrist (Schneider et al., 2018). Additionally, a pilot study by
our team showed that 4 days of data were needed to achieve
good reliability to differentiate between arm use intensity levels
(including static and dynamic) for MWC users (Goodwin et al.,
2021). Only 1 or 2 days of data were collected for participants
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in this study due to participant availability and adherence to
the protocol. We attempted to compensate for this by asking
participants to wear the sensors on “typical days.” Lastly,
a larger sample size would allow for analysis of additional
important secondary predictors such as level of spinal cord
injury and sex.

CONCLUSION

This preliminary report expanded our understanding of how
MWC users use their arms throughout a typical day using
remote data capture practices. We sought to understand the
daily percentage and average consecutive duration of periods
MWC users and matched controls were static or dynamic
in five humeral elevation ranges. Results indicated that on
the dominant side MWC users spent a larger percentage
of their day using their arm dynamically in the higher
humeral elevation ranges of 60–90◦ and 90–120◦ than able-
bodied controls which highlights the difference in performing
activities of daily living from a seated position compared to
able-bodied individuals who are able to stand. MWC users
also had longer consecutive duration dynamic use periods
in humeral elevations of 30–60◦, 60–90◦, and 90–120◦ than
matched controls. For MWC users, age was significantly
associated with increased static and decreased dynamic daily
time in humeral elevations where manual wheelchair propulsion
occurs (30–60◦). Overall, these results point to potentially
meaningful differences between MWC users and able-bodied
individuals in how they use their arms to perform dynamic
tasks between 30 and 120◦ of humeral elevation. Future
studies will explore if these differences in dynamic use of
the arm are associated with differences in pathology incidence
and progression.

DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.

ETHICS STATEMENT

The studies involving human participants were reviewed and
approved by Mayo Clinic Institutional Review Board. Written
informed consent was obtained from the individual for the
publication of any potentially identifiable images or data included
in this article.

AUTHOR CONTRIBUTIONS

BG was a part of acquisition, analysis and interpretation
of data, drafting of the manuscript, statistical analysis, and
technical support throughout the study. OJ was a part of
acquisition, analysis and interpretation of data, critical review
of the manuscript, and statistical analysis. SC was a part of data
analysis, critical review of the manuscript, and technical support
throughout the study. MV was a part of study conception,
acquisition and interpretation of data, critical review of the
manuscript, and obtaining funding. EF was a part of study
conception, critical review of the manuscript, and technical
support. MM was a part of study conception, interpretation of
data, critical review of themanuscript, supervision, and obtaining
funding. All authors contributed to the article and approved the
submitted version.

FUNDING

This publication was made possible by funding from the National
Institutes of Health (grant no. R01 HD84423), Mayo Clinic
Robert D. and Patricia E. Kern Center for the Science of
Health Care Delivery, and the National Center for Advancing
Translational Sciences (UL1 TR002377).

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fspor.
2021.603020/full#supplementary-material

REFERENCES

Akbar, M., Balean, G., Brunner, M., Seyler, T. M., Bruckner, T., Munzinger, J., et al.
(2010). Prevalence of rotator cuff tear in paraplegic patients compared with
controls. JBJS 92, 23–30. doi: 10.2106/JBJS.H.01373

Alm, M., Saraste, H., and Norrbrink, C. (2008). Shoulder pain in persons with
thoracic spinal cord injury: prevalence and characteristics. J. Rehabil. Med. 40,
277–283. doi: 10.2340/16501977-0173

APDM I. (2020). Wearable Sensors. Available online at: https://www.apdm.com/
wearable-sensors/ (accessed August 28, 2020).

Cardoso, T. B., Pizzari, T., Kinsella, R., Hope, D., and Cook, J. L. (2019). Current
trends in tendinopathy management. Best Pract. Res. Clin. Rheumatol. 33,
122–140. doi: 10.1016/j.berh.2019.02.001

Cohen, J. (2013). Statistical Power Analysis for the Behavioral Sciences. Cambridge,
MA: Academic press.

Curtis, K., Roach, K., Applegate, E., Amar, T., Benbow, C., Genecco, T., et al.
(1995b). Reliability and validity of the wheelchair user’s shoulder pain index
(WUSPI). Spinal Cord 33, 595–601. doi: 10.1038/sc.1995.126

Curtis, K., Roach, K., Applegate, E. B., Amar, T., Benbow, C., Genecco, T., et al.
(1995a). Development of the wheelchair user’s shoulder pain index (WUSPI).
Spinal Cord 33, 290–293. doi: 10.1038/sc.1995.65

Curtis, K. A., Drysdale, G. A., Lanza, R. D., Kolber, M., Vitolo, R. S., and
West, R. (1999). Shoulder pain in wheelchair users with tetraplegia and
paraplegia.Arch. Phys. Med. Rehabil. 80, 453–457. doi: 10.1016/S0003-9993(99)
90285-X

Dalbøge, A., Hansson, G.-Å., Frost, P., Andersen, J. H., Heilskov-Hansen, T.,
and Svendsen, S. W. (2016). Upper arm elevation and repetitive shoulder
movements: a general population job exposure matrix based on expert
ratings and technical measurements. Occup. Environ. Med. 73, 553–560.
doi: 10.1136/oemed-2015-103415

Dalyan, M., Cardenas, D., and Gerard, B. (1999). Upper extremity pain after spinal
cord injury. Spinal Cord 37, 191–195. doi: 10.1038/sj.sc.3100802

Divanoglou, A., Augutis, M., Sveinsson, T., Hultling, C., and Levi, R. (2018).
Self-reported health problems and prioritized goals in community-dwelling
individuals with spinal cord injury in Sweden. J. Rehabil. Med. 50, 872–878.
doi: 10.2340/16501977-2383

Frontiers in Sports and Active Living | www.frontiersin.org 14 March 2021 | Volume 3 | Article 603020

https://www.frontiersin.org/articles/10.3389/fspor.2021.603020/full#supplementary-material
https://doi.org/10.2106/JBJS.H.01373
https://doi.org/10.2340/16501977-0173
https://www.apdm.com/wearable-sensors/
https://www.apdm.com/wearable-sensors/
https://doi.org/10.1016/j.berh.2019.02.001
https://doi.org/10.1038/sc.1995.126
https://doi.org/10.1038/sc.1995.65
https://doi.org/10.1016/S0003-9993(99)90285-X
https://doi.org/10.1136/oemed-2015-103415
https://doi.org/10.1038/sj.sc.3100802
https://doi.org/10.2340/16501977-2383
https://www.frontiersin.org/journals/sports-and-active-living
https://www.frontiersin.org
https://www.frontiersin.org/journals/sports-and-active-living#articles


Goodwin et al. Static and Dynamic Arm Durations

Dyson-Hudson, T. A., and Kirshblum, S. C. (2004). Shoulder Pain in Chronic Spinal
Cord Injury, Part 1: Epidemiology, Etiology, and Pathomechanics. Oxfordshire:
Taylor and Francis.

El-Gohary, M., and McNames, J. (2012). Shoulder and elbow joint angle
tracking with inertial sensors. IEEE Trans. Biomed. Eng. 59, 2635–2641.
doi: 10.1109/TBME.2012.2208750

Finley, M. A., McQuade, K. J., and Rodgers, M. M. (2005). Scapular
kinematics during transfers in manual wheelchair users with
and without shoulder impingement. Clin. Biomech. 20, 32–40.
doi: 10.1016/j.clinbiomech.2004.06.011

Fortune, E., Cloud-Biebl, B. A., Madansingh, S. I., Ngufor, C. G., Van
Straaten, M. G., Goodwin, B. M., et al. (2019). Estimation of manual
wheelchair-based activities in the free-living environment using a neural
network model with inertial body-worn sensors. J. Electromyogr. Kinesiol.

doi: 10.1016/j.jelekin.2019.07.007. [Epub ahead of print].
Goodwin, B. M., Cain, S. M., Van Straaten, M. G., Fortune, E., and Morrow, M. M.

B. (2020). Humeral elevation workspace during daily life of adults with spinal
cord injury who use a manual wheelchair compared to age and sex matched
able-bodied controls.MedRxiv. doi: 10.1101/2020.07.31.20138305

Goodwin, B. M., Jahanian, O., Van Straaten, M. G., Fortune, E., Madansingh, S. I.,
Cloud-Biebl, B. A., et al. (2021). Application and reliability of accelerometer-
based arm use intensities in the free-living environment for manual wheelchair
users and able-bodied individuals. Sensors 21:1236. doi: 10.3390/s21041236

Hiremath, S. V., Intille, S. S., Kelleher, A., Cooper, R. A., and Ding,
D. (2015). Detection of physical activities using a physical activity
monitor system for wheelchair users. Med. Eng. Phys. 37, 68–76.
doi: 10.1016/j.medengphy.2014.10.009

Järvholm, U., Palmerud, G., Styf, J., Herberts, P., and Kadefors, R. (1988).
Intramuscular pressure in the supraspinatus muscle. J. Orthop. Res. 6, 230–238.
doi: 10.1002/jor.1100060210

Kankipati, P., Boninger, M. L., Gagnon, D., Cooper, R. A., and Koontz, A. M.
(2015). Upper limb joint kinetics of three sitting pivot wheelchair transfer
techniques in individuals with spinal cord injury. J. Spinal Cord Med. 38,
485–497. doi: 10.1179/2045772314Y.0000000258

Karantonis, D. M., Narayanan, M. R., Mathie, M., Lovell, N. H., and Celler, B.
G. (2006). Implementation of a real-time human movement classifier using a
triaxial accelerometer for ambulatory monitoring. IEEE Trans. Inform. Technol.

Biomed. 10, 156–167. doi: 10.1109/TITB.2005.856864
Koontz, A., Toro, M., Kankipati, P., Naber, M., and Cooper, R. (2012). An expert

review of the scientific literature on independent wheelchair transfers. Disabil.
Rehabil. Assist. Technol. 7, 20–29. doi: 10.3109/17483107.2011.553983

Lawrence, R. L., Moutzouros, V., and Bey, M. J. (2019). Asymptomatic rotator cuff
tears. JBJS Rev. 7:e9. doi: 10.2106/JBJS.RVW.18.00149

Leong, H. T., Chuen Fu, S., He, X., Han Oh, J., Yamamoto, N., and Yung, S. H.
P. (2019). Risk factors for rotator cuff tendinopathy: a systematic review and
meta-analysis. J. Rehabil. Med. 51, 627–637. doi: 10.2340/16501977-2598

Lewis, J. S. (2010). Rotator cuff tendinopathy: a model for the continuum
of pathology and related management. Br. J. Sports Med. 44, 918–923.
doi: 10.1136/bjsm.2008.054817

Lind, C. M., Forsman, M., and Rose, L. M. (2020). Development and
evaluation of RAMP II-a practitioner’s tool for assessing musculoskeletal

disorder risk factors in industrial manual handling. Ergonomics 63, 477–504.
doi: 10.1080/00140139.2019.1710576

Ludewig, P. M., and Cook, T. M. (2000). Alterations in shoulder kinematics and
associated muscle activity in people with symptoms of shoulder impingement.
Phys. Ther. 80, 276–291. doi: 10.1093/ptj/80.3.276

Lugade, V., Fortune, E., Morrow, M., and Kaufman, K. (2014). Validity
of using tri-axial accelerometers to measure human movement—Part
I: posture and movement detection. Med. Eng. Phys. 36, 169–176.
doi: 10.1016/j.medengphy.2013.06.005

McCreesh, K., and Lewis, J. (2013). Continuummodel of tendon pathology–where
are we now? Int. J. Exp. Pathol. 94, 242–247. doi: 10.1111/iep.12029

Mulroy, S. J., Hatchett, P., Eberly, V. J., Lighthall Haubert, L., Conners,
S., and Requejo, P. S. (2015). Shoulder strength and physical activity
predictors of shoulder pain in people with paraplegia from spinal injury:
prospective cohort study. Phys. Ther. 95, 1027–1038. doi: 10.2522/ptj.201
30606

NSCISC (2020). Spinal Cord Injury Facts and Figures at a Glance. Available online
at: https://www.nscisc.uab.edu/Public/Facts%20and%20Figures%202020.pdf
(accessed August 28, 2020).

Palmerud, G., Forsman, M., Sporrong, H., Herberts, P., and Kadefors, R.
(2000). Intramuscular pressure of the infra-and supraspinatus muscles in
relation to hand load and arm posture. Eur. J. Appl. Physiol. 83, 223–230.
doi: 10.1007/s004210000282

Sabatini, A. M. (2006). Quaternion-based extended Kalman filter for determining
orientation by inertial and magnetic sensing. IEEE Trans. Biomed. Eng. 53,
1346–1356. doi: 10.1109/TBME.2006.875664

Savage, P. G. (1998). Strapdown inertial navigation integration algorithm design
part 1: attitude algorithms. J. Guid. Control Dyn. 21, 19–28. doi: 10.2514/2.4228

Schneider, S., Popp, W. L., Brogioli, M., Albisser, U., Demkó L., Debecker, I.,
et al. (2018). Reliability of wearable-sensor-derivedmeasures of physical activity
in wheelchair-dependent spinal cord injured patients. Front. Neurol. 9:1039.
doi: 10.3389/fneur.2018.01039

Sonenblum, S. E., Sprigle, S., and Lopez, R. A. (2012). Manual wheelchair
use: bouts of mobility in everyday life. Rehabil. Res. Pract. 2012:753165.
doi: 10.1155/2012/753165

Svendsen, S.W., Gelineck, J., Mathiassen, S. E., Bonde, J. P., Frich, L. H., Stengaard-
Pedersen, K., et al. (2004). Work above shoulder level and degenerative
alterations of the rotator cuff tendons: a magnetic resonance imaging study.
Arthritis Rheum 50, 3314–3322. doi: 10.1002/art.20495

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Copyright © 2021 Goodwin, Jahanian, Cain, Van Straaten, Fortune and Morrow.

This is an open-access article distributed under the terms of the Creative Commons

Attribution License (CC BY). The use, distribution or reproduction in other forums

is permitted, provided the original author(s) and the copyright owner(s) are credited

and that the original publication in this journal is cited, in accordance with accepted

academic practice. No use, distribution or reproduction is permitted which does not

comply with these terms.

Frontiers in Sports and Active Living | www.frontiersin.org 15 March 2021 | Volume 3 | Article 603020

https://doi.org/10.1109/TBME.2012.2208750
https://doi.org/10.1016/j.clinbiomech.2004.06.011
https://doi.org/10.1016/j.jelekin.2019.07.007
https://doi.org/10.1101/2020.07.31.20138305
https://doi.org/10.3390/s21041236
https://doi.org/10.1016/j.medengphy.2014.10.009
https://doi.org/10.1002/jor.1100060210
https://doi.org/10.1179/2045772314Y.0000000258
https://doi.org/10.1109/TITB.2005.856864
https://doi.org/10.3109/17483107.2011.553983
https://doi.org/10.2106/JBJS.RVW.18.00149
https://doi.org/10.2340/16501977-2598
https://doi.org/10.1136/bjsm.2008.054817
https://doi.org/10.1080/00140139.2019.1710576
https://doi.org/10.1093/ptj/80.3.276
https://doi.org/10.1016/j.medengphy.2013.06.005
https://doi.org/10.1111/iep.12029
https://doi.org/10.2522/ptj.20130606
https://www.nscisc.uab.edu/Public/Facts%20and%20Figures%202020.pdf
https://doi.org/10.1007/s004210000282
https://doi.org/10.1109/TBME.2006.875664
https://doi.org/10.2514/2.4228
https://doi.org/10.3389/fneur.2018.01039
https://doi.org/10.1155/2012/753165
https://doi.org/10.1002/art.20495
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/sports-and-active-living
https://www.frontiersin.org
https://www.frontiersin.org/journals/sports-and-active-living#articles

	Duration of Static and Dynamic Periods of the Upper Arm During Daily Life of Manual Wheelchair Users and Matched Able-Bodied Participants: A Preliminary Report
	Introduction
	Methods
	Participant Recruitment
	Surveys and Questionnaires
	Remote Data Collections
	Data Processing
	Outcome Measure Definitions
	Requirements for Inclusion of Data in Analysis
	Statistical Analysis

	Results
	Percentage and Duration of Static and Dynamic Periods in Each Humeral Elevation Range
	Average Consecutive Static and Dynamic Periods

	Discussion
	Conclusion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Supplementary Material
	References


